THIS case, the clinical features of which so closely resembled those of a true hernia through the levator ani, was submitted to operation in the Seamen's Hospital on April 6. On admission, the mass in the buttock had increased distinctly in size, and was causing the patient much more discomfort and dragging pain than when she was shown to the Society. It was otherwise unchanged and could be entirely reduced into the abdonmen without difficulty. The operation was performed under general ancesthesia. On attempting to open the abdomen between the umbilicus and the pubes a mass of fibro-fatty material was encountered, and the abdominal cavity was not reached until the incision had been carried above the umbilicus. It was then seen that the mass was extraperitoneal, and that it occupied practically the whole pelvis, extending upwards along the anterior wall of the abdomen to the umbilicus. The abdomen was explored and was found to be normal, and the tumour was felt extending downwards towards the left side of the recto-vaginal septum. The abdomen was now closed,, and the peritoneum was peeled back from the abdominal wall and from the surface of the mass with some difficulty, the connexion between these structures being very intimate. A prolonged dissection revealed the fact that the tumour was roughly the shape of an Indian club, the upper part being ovoid and about 4 in.
in diameter, and the neck 3 or 4 in. in length and about 2 in. in diameter. The peritoneum was stripped up from the left iliac fossa and a sound, passed into the bladder, showed that organ to be entirely displaced to the right side of the pelvis and to be flattened out in such a manner that it was impossible to rotate the beak of the instrumnent. The right side of the pedicle was now freed from the bladder and the whole of the upper portion of the tumour was thus drawn out of the abdomen. By invaginating the skin of the buttock through the gap in the levator ani it was possible to reach the attachment of the mass; this was found to be actually in the subcutaneous fat of the buttock, and so densely adherent to it that it could not be removed, otherwise than by ligaturing the pedicle and dividing it. There was free oozing of blood in the pelvis after the operation, and the patient suffered considerably from shock.
The naked eye appearance of the tumour was that of a fibromyxoma of very loose texture; it was cedematous and almost diffluent, and weighed about 31 lb. This loose character fully accounted for the very marked impulse in the buttock on coughing, which was noticed before operation, but as the upper connexions of the mass were fairly firm it is clear that only a small portion of it could have come down into the gluteal swelling. Owing to the oozing and the depth of the wound it was found impossible to repair the gap in the pelvic floor, as had been intended.
The swelling produced by the tumour in the perineum has now diminished to about half its original size, and the impulse on coughing is no longer present. The swelling is of firm consistence and is irreducible and nodular, and is probably composed of organizing bloodclot. It is proposed to excise this mass at a later date, when it will be possible to close the gap in the levator ani muscle.
The pathological report on the tumour describes it as a myxoma. The interesting point in the case concerns the origin of the mass. It may have originated in the extraperitoneal tissue of the pelvis and passed through a small congenital deficiency in the levator ani, or it may have grown from the pelvic fascia closing this gap, and spread in both directions; it is hardly probable that it found its origin in the fat of the ischio-rectal fossa and from thence invaded the pelvis, and yet its firm attachment would almost seem to suggest this train of events. It is more probable that the mass originated in the pelvis, and that its attachment to the perineal fat was due to the constant irritation and pressure of the body in the sitting position.
